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State of New Jersey

Department of Children and Families

Unusual Incident Report Form – Initial Report
ATTACHMENT C

To be submitted on same day for levels A & A+  - following day for B level incidents
FAX (609) 984-0507
Follow-up report to DCF due 30 calendar days following incident date and at 45 calendar day intervals until incident is closed.
	CONFIDENTIAL

The information contained in this report is confidential.  If you are not the intended recipient, or the employee responsible to deliver this form to the intended recipient, you are hereby notified that any distribution or copying of this communication is strictly prohibited.  Contact numbers are 609-888-7084.


	1.  Date of Report:
	
	     2.  Incident    Date:
	              Time:

	
	
	
	

	3. Reporting Agency:  
	
	     4. Phone:
	

	
	
	
	

	5.  County  where  incident        
	occurred:                                            

	6. Location of Incident:    
	(Pick ONE)
	
	

	               (Childs Home): 
                            OR

                  (Program):       
	Address:_____________________________________________________________ 

Name:                                                                     Type: 

	
	
	           
	  (Group Home, RTC etc)                                               

	7.  Other Agencies linked to this Child?             (DCP&P, JJC, CMO, FSO, ETC.)
	

	
	
	
	

	8.  Name & Title of Staff Completing this Form:
	
	Phone:
	

	
	
	
	

	· Was NJ Abuse Called?             Y / N 
· Was DCF UIR Coordinator Called?  (A+ or media only require calls )                         
	Date: ___           Time:_    _____
Date:  _______ Time:________
	Screener

By Who?  
	_____________

	
	
	
	

	                              New Jersey Statute 

Any person having reasonable cause to believe 
that a child may have been subjected to child abuse and / or acts of child abuse, neglect, or lack of supervision is obligated to report this information to the Division of Child Protection and Permanency (DCP&P) State Central Registry (SCR) also referred to as “centralized screening”  at 
1- 877-NJABUSE   (1-877-652-2873)

9. Check off type below, write in code number from the category list :
                                   
	(N.J.S.A. 9:6-8.10 et seq.)  Requires:   
    1 -   877 –           

Incident Level (circle or underline highest level involved in incident)?:     

    A+         A           B

	NJ

	ABUSE


	 FORMCHECKBOX 
 Abuse -  (Alleged)   AB:________ (enter code number)               
	 FORMCHECKBOX 
 Medical –   MD: _______  (enter code number)               

	 FORMCHECKBOX 
 Assault –   AS: _______ (enter code number)               
	 FORMCHECKBOX 
 Neglect –(Alleged) NE: ____(enter code number)               

	 FORMCHECKBOX 
 Criminal Activity –  CR: _______ (enter code number)               
	 FORMCHECKBOX 
 Operational –OP: ______ (enter code number)               

	 FORMCHECKBOX 
 Death –  DT: ________  (enter code number)               
	 FORMCHECKBOX 
 Restraint Use – RE: _____ (enter code number)               
 FORMCHECKBOX 
 Rights Violation – RG: ___(enter code number)               

	 FORMCHECKBOX 
 Elopement –(Legal Status)  EL: ____   (enter code number)     FORMCHECKBOX 
 Sexual Assault – SA: ____(enter code number)               

	 FORMCHECKBOX 
 Exploitation –EX : _______ (enter code number)               
	 FORMCHECKBOX 
 Sexual Contact - SX: ____(enter code number)               

 FORMCHECKBOX 
 Suicide Attempt –SU: ___ (enter code number)               

	 FORMCHECKBOX 
 Injury – IN: __________  (enter code number)               

 FORMCHECKBOX 
 Medication /Treatment Error –  MD :_________

	 FORMCHECKBOX 
 Walk Away –WK:  ______(enter code number)               

 FORMCHECKBOX 
 Newsworthy – Media Involvement 


10.  Provide a brief description of incident being reported; (If reporting a restraint with NO Injury – just attach current restraint form your agency uses.  If restraint involved injury please use appropriate injury code from category list.)
	


   *Injury:  Yes / No   (Note: Type, size, location, severity AND treatment received):  ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

11.  Persons involved:  If necessary, use additional page. 

   Codes:  P= alleged perpetrator    V= victim
     W= witness

	Full Name -and Title if Staff 
	Role

(P,V,W)
	DOB
	Gender
	Cyber # of child 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


(It is not necessary to use a separate report for each youth when multiple youth are involved) 

12.  Outside sources contacted (i.e. police, family, DCP&P, etc.)    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No –Why?
	Who:  ___________
Date:  ___________
	___________________________________________________

   Time:   __________________(of contact) 


	Who:  ___________
Date:  ___________
	___________________________________________________

   Time:   ________________(of contact)


13.  Provide the following required information and indicate if victim or alleged perpetrator:  
	Youths admission date where the incident occurred:

     

	

	     

	Diagnosis;  Axis I,   Axis II, and Axis III (if available or pertinent) 
     

	Medications; (if available or pertinent)

     

	Related Medical Problems; (if relevant to incident or child’s safety)
     

	


14. If youth is on parole / probation note nature of charges  (please do not put “violation of parole” as the charge – note the charges that brought about parole): ________________________________________________________________________

15. Action Plan – Immediate measures taken and others that are planned to ensure the safety and emotional well-being of the involved youth which will be taken by you or your agency, and which relate directly to the incident being reported.  Please include any follow up steps needed or follow up reports pending.  Please note if this report is “closed”, or if a follow up report is pending.  Please refer to closing criteria as needed on the follow up forms.  Who will be responsible for the follow up?    
	· Detail plan for action and or review, including; treatment plan review or changes, therapeutic interventions, clinical interventions, program, facility, or staff changes related to incident, etc;  Include your efforts with the youth related to the incident even if you are not affiliated with the location of the incident;



Signature of Reporter







Date/Time

Phone Number of Reporter: ___________________________________________________________

